The authors performed this grounded theory study to gain a deeper understanding of the kinds of social processes that lead to a need among psychiatric nursing staff to reach a common approach on how to act toward individual clients in long-term psychiatric care. They present a theory about the development of such common approaches among staff. The main findings were that in psychiatric group dwellings, when the internal order is perceived as having been disturbed, the staff preserve or restore the internal order by formulating and reaching a common approach. The staff negotiated with each other to achieve an agreement on how to act and behave toward the individual client. The authors isolate and describe different types of order-disturbing incidents and the common approaches taken by the staff in dealing with them. However, their data also show that staff often had difficulties in maintaining a common approach over time.
I n Sweden, clients with long-term mental illness are often cared for in small, community-based group dwellings, each housing between 4 and 12 clients. Each client is provided with individual quarters, for which rent is paid, and is given access to adjacent communal areas and areas in which staff are located (National Board of Health and Welfare, 1999) . The staff provide psychiatric care and assist the clients in managing their day-to-day activities.
One common clinical observation in psychiatric care is that care is often based on rules imposed by the staff. For example, within a group dwelling, the staff might have established certain areas that are staff only and that clients may not enter. When a client violates this custom and does not respect the staff's requests to leave such an area, the internal order of the community might be perceived as being under threat. In such cases, there might be a need for a common approach to be directed toward the individual patient, or, in other words, a decision needs to be made as to how to act toward the client in this specific situation.
This example raises a number of questions. How can we understand the social processes that take place when staff members propose a common approach for dealing with a client in a situation that is perceived by the staff as difficult to cope with within existing routines? What kinds of situations trigger the need for a common approach?
Earlier Studies of Social Processes in Psychiatric Contexts
The term social processes is formed from the word social, defined as "relations between people in a community" (Hornby, 1974, p. 834) , and the word processes, defined as "connected series of actions and changes, especial such as are deliberately, involuntary or unconscious" (Hornby, 1974, p. 676) . One such social process is social interaction, which Goffman (1971) described as something taking place between humans in a complicated ritual of gaining control through communication. Studies of social processes are thus of great interest in the attempt to understand what is happening in communication between staff and patients in psychiatric care.
Several studies focus on social processes in nursing, examining the interactions and communication between staff and patients in a psychiatric context. Bunch (1983) used grounded theory to study communication patterns between psychiatric nurses and patients with schizophrenia. Crabtree (2003) performed an ethnographic study concerning staff attitudes toward psychiatric work and patients. In an interview study using grounded theory, Lutzén and Schreiber (1998) investigated psychiatric nurses' ethical decision-making processes in a nontherapeutic environment. Another study focusing on situations in which patients did not cooperate with a nursing decision about what should be done for them employed a method inspired by grounded theory (Lutzén, 1998) . However, no research has yet attempted to describe and understand the social processes per se, in a long-term psychiatric care context, that lead to a need among staff to formulate a common approach and to act toward an individual patient in accordance with this approach.
Exposing the Care Culture
To understand more fully why staff take a certain attitude toward patients in psychiatric care, it is necessary to describe the care culture, which can be said to create the frame of action of the staff. The care culture consists of a system of ideas shared by staff-rules and ways of thinking-that affects the attitudes of staff in the performance of daily care (cf. Sarvimäki & Sandelin Benkö, 1998) . The traditional psychiatric care culture makes the encounter between staff and patient hierarchical and task oriented rather than relation oriented (cf. Foucault, 1983; 1987) , resulting in an imbalance in power (cf. Foucault, 1983) . Today, even though psychiatric care in Sweden has become increasingly deinstitutionalized (National Board of Health and Welfare, 1997a; Stenbak, Barfod, & Andersen, 2000) and is provided in outpatient facilities to treat patients without isolating them from society (cf. Åström, Dufåker, & Jacobsson, 1993; Shepherd, Muijen, Dean, & Cooney, 1995) , there are still traces of what Goffman (1991) referred to as the total institution. This is characterized by a hierarchical structure in which patients are subordinated to staff and often feel humiliated, and which is arranged around fixed rules, including a reward and punishment system in which staff can exercise their power. Goffman wrote about the "moral career" of the psychiatric patient, a label that signifies formal recognition of the patient's illness and is a first step toward giving the carer some social control over the patient. This is achieved through institutional structures for reward and punishment (Sjöström, 1992) . Studies have shown that the characteristics of the total institution described 50 years ago remain today, both in inpatient and in residential treatment settings (Shepherd et al., 1995; Stuart & Sundeen, 1995; Zimmerman, 1996) . Crabtree (2003) has revealed how the asylum model can influence staff to attach stigmas and prejudices to mental illness in their daily work.
Attitudes Held by Staff Toward Patients in Psychiatric Care
Nursing staff in psychiatric care can hold several different attitudes toward their patients. Hellzén, Norberg, and Sandman (1995) described how patients with schizophrenia and the staff who cared for them perceived each other. Two different staff attitudes emerged, the relationship-oriented and the taskoriented approach. Relationship-oriented nurses had a more long-sighted view of their work, whereas more task-oriented nurses focused on practical activities. Bunch (1983) , studying communication patterns between psychiatric nurses and patients with schizophrenia, showed that nurses would use one of two strategies when interacting with the patient, either focusing on the internal rules of the institution (and consequently often medicating or isolating the patient) or negotiating with the patient concerning agreements and good behavior.
For their part, patients who were interviewed stressed the need for forming human relationships and the wish for the carer to be genuine and humane (cf. Pejlert, Asplund, Gilje, & Norberg 1998; Pejlert, Asplund, & Norberg, 1995; Skovdahl, Kihlgren, & Kihlgren, 2003) .
Rationale for the Study
This study was performed to further increase our understanding of the kinds of situations that psychiatric staff perceive as being difficult to cope with within existing routines. We also wanted to deepen our insight into which kinds of processes lead to a need among the staff to formulate and act in line with a common approach directed toward an individual client.
The aim of this study was therefore to understand and describe the social processes, in a long-term psychiatric care context, that lead to a need among staff to formulate a common approach and act toward individual clients in accordance with this approach.
Materials and Method

Setting and Participants
Two group dwellings for clients with mental illness in two different communities in the south of Sweden were selected. In each group dwelling, contact was first made with the person in charge, and then staff and patients were approached about participating in the study. The staff informed the clients individually and obtained written consent from them. All staff and clients agreed to participate in the observation part of the study. Separate written consent was obtained from each person who was asked for an interview. Four clients and two members of staff declined to participate in the interviews. In total, 25 staff members (18 women) and 16 patients (9 women) were included in the study. One staff member was a registered nurse, 20 were enrolled nurses with psychiatric training, and 4 staff had basic training for home care duties for people in the community with disabilities. Because the units are small and to prevent their being recognized, they are presented as a whole, not as single units.
The first group dwelling was located in an apartment block containing four two-room apartments and one staff apartment. Four clients lived in the group dwelling, and another 10 lived in the neighborhood, receiving support from the same staff. The other group dwelling was located in a converted kindergarten. Eleven clients lived there, and an additional 9 clients in the neighborhood received support from the staff. This group dwelling contained communal areas and a staff apartment.
Most of the staff were nurse's aides or enrolled nurses with or without psychiatric training. One (parttime) registered nurse was also included. One group dwelling also included staff members who had no education in caring but had university degrees in social science. In both places, all staff had previous experience of work in the social services, home care or psychiatric care. The ages of the staff ranged from 20 to 60 years. In most cases, the clients had experienced their psychiatric illness for several years, and many of them had spent time in mental hospitals. The majority of clients were between 20 and 50 years. All clients had reduced ability to cope with daily routines such as shopping, cooking, and budgeting. Most of the clients were unemployed and spent most of their time inside the group dwellings.
Four people from the Swedish National Association for Social and Mental Health (RSMH), all of whom had experience of mental illness and being cared for within the mental health system, were also selected for interview. They were informed by a voluntary worker about the study and asked whether they wanted to participate. Written consent was obtained from each participant.
In the presentation of the results, all clients are referred to as "he" and all staff as "she" to conceal identities and simplify the reading of the results. In reality, both genders were represented in both groups.
Data Collection
Grounded theory was used as the basis for data collection and analysis (Glaser, 1978; Glaser & Strauss, 1967) . Direct nonparticipant observations (cf. Patton, 1990) , semistructured interviews (Polit & Hungler, 1999) , and focus group interviews (Kvale, 1996) were conducted.
To ease the socialization process, four visits were paid to each group dwelling at 1-week intervals. Observations were conducted over 10 months, with each observation session lasting approximately 4 hours (in total, there were 46½ hours of observation performed on 11 separate occasions). Different situations were observed, for example formal and informal meetings between staff and clients, and meetings with only one party present. A number of places were chosen in which to observe staff-client interaction. Principal places were situated near facilities where the staff took a break or in the clients' lounge, which was also a good vantage point from which to keep track of what was happening in the hallway. Field notes and taperecorded memos were constantly taken during the observations and were later transcribed verbatim and expanded (cf. Rodgers & Cowles, 1993) .
Once staff and clients became more used to the observer, individual semistructured interviews were conducted. The interviews with staff took place in a private spot, whereas all the clients chose to be interviewed in their apartments. An interview guide based on the initial observations was used and was revised as new data emerged. Staff and clients were invited to talk freely about their experiences of a common approach. The questions used were along the lines of, for example, "Tell me about a situation in which you and your colleagues experienced difficulties in dealing with a client and felt the need to find a common approach to handle the situation," and "Can you give me an example of when your view differed from that of staff concerning the support you get from them?" The interviewees were encouraged to speak as freely as possible, and follow-up questions were asked to stimulate their narrations. A tape recorder was used, and all interviews were transcribed verbatim. In total, three interviews with staff and four interviews with patient were performed, containing 6½ hours and, respectively, 4 hours recording.
Once theoretical outlines started to emerge in the analysis of observations and interviews, we wanted to stimulate staff's and clients' narratives further to deepen our understanding of a common staff approach. Therefore, focus group interviews were conducted on two occasions, the first with four staff members early on in the data collection. The session was taperecorded in a 1½-hour recording and later transcribed verbatim. Because the material from the client interviews was limited, with several clients having evident difficulties in expressing their views on the support given to them by staff, members of a focus group were also interviewed at the end of the data collection period. The focus group comprised 4 people from the Swedish National Association for Social and Mental Health (RSMH). The members of this group were asked to reflect on the preliminary findings of the study. Because of the noisy environment in which the interview took place, it was not possible to make tape recordings, so only field notes were taken. This session lasted 1½ hours.
Analysis
Data were collected and simultaneously subjected to initial analysis. As well as field notes and transcripts from the interviews, various process notes and memoranda were used. Rogers and Cowles (1993) have argued that the qualitative researcher should develop an audit trail. Such an audit trail should contain the researcher's feelings, thoughts, ideas, hypotheses, choices, and methodological considerations. In the case of this study, the principal researcher (PE) wrote memos, or notes, on ideas, conjectures, and hypotheses, throughout the entire process of data collection and analysis. A log included substantive, methodological, and analytical notes (cf. Rodgers & Cowles, 1993) . One example from an analytical part of a memo is as follows Interview 5, client interview, analytical notes: Hard to find clear situations (in this interview) connected to common approach among staff. Can it be that the client doesn't apprehend the common approach but sees it as a natural part of the ongoing treatment?
Writing memos proved to be most important in the analysis process, aiding our reflection on the data generated and on the impact of the investigator's bias. In the first step of the analysis, the substantive coding, the Open Code computer program (Starrin, Dahlgren, Larsson, & Styrborn, 1997) was used. All authors have read all the gathered material and discussed the analysis constantly to ensure validity.
Once categories started to take shape, the collection and theoretical coding of new data became more selective. A core category was detected as central to the research question, and was validated by the other categories. The categories were determined in relation to the core category with the aim of formulating a theory. After about 35 hours of observations and nine interviews, no additional categories appeared in the analysis of the material (i.e., theoretical saturation had been reached). However, as this break point was not detected until later on in the process, further data were collected. Data collected beyond the break point merely confirmed the results but were also included in the analysis.
All categories were grounded in data of a mostly repressive and "negative" nature. A specific analysis was performed to search for data describing a common approach among staff relating to a positive experience of the client. However, no such data could be found either in the interviews or in the observations. Consequently, data describing negative episodes predominate, as will be shown in the Results section.
Ethical Considerations
The Ethics Committee at Örebro University granted permission for the study on May 21, 2002 (registration number 989/01). Special attention was given to explaining the purpose of the study for the client and to the vulnerable situation the client was in when asked by staff to join the study. All participants were given time to reflect on whether they wanted to join the study.
Results
Internal Order Foucault (1983) has shown that a psychiatric institution has an internal order, that is, a structure, fixed principles, and distinct roles that separate staff from clients. This kind of internal order was also seen in the settings studied here. Another aspect seen in observations and confirmed in interviews with staff was the intention of staff that the institution should imitate the surrounding society in striving for normalization. The internal order of the institution became visible when, for example, we observed a client who was not allowed to have visitors in his apartment wear outdoor garments inside or contact staff in his spare time. Many of the norms seemed invisible in daily life and emerged only in various routines (cf. Goffman, 1991) . Underlying norms held by staff had to be "exposed" in observations and interviews and reflected on to make them visible to the investigators.
Core Category: The Preservation or Restoration of Order
An order-disturbing incident that could not be dealt with within existing routines, and for which no similar previous experiences were available to base solutions on, led the staff to restore order by assuming certain attitudes and/or acting in certain ways toward a client. Characteristic of this process was that staff negotiated a suitable way of handling the situation among themselves, with the client involved having little or no knowledge about or influence over the process. The staff aiming to preserve or restore order formulated a common approach. If it was judged to be successful, that is, if order was restored, a new routine was formulated for use in similar situations in the future. If it was not considered successful, the process might start again, with a new common approach being discussed and then tried out in practice.
Category: Incidents That Disturb the Internal Order
Incidents sometimes occurred that disturbed or threatened to disturb the defined order. A client might have done something that the staff perceived as harmful to either him or them. Several such order-disturbing incidents were observed. The incident could have been an isolated incident that triggered a staff response because of its magnitude; for example, a client might have hurt himself. Another example is a series of minor incidents taken together or incidents occurring with increased frequency. Neither the type nor the magnitude of incident that would trigger the need for a common approach seemed to be fixed; rather, the call for a common approach was dependent on factors such as feelings of security among the staff and how well the staff knew the client. Crossing the boundary that defined the appropriate level of closeness between staff and client could also constitute an order-disturbing incident. For example, a client might contact a member of staff on her day off or go up to her in a public place. This type of behavior would challenge the staff's norm of the social order. Several members of staff narrated about this type of incident: Some clients can be a pain in the ass with their inquisitiveness. We only talk about trivial things when such a client is present . . . // . . . It is important to remain professional. When you live in a small place it can be bothersome to run into a client in your private life. The client should respect the staff's right to a day off work, and to privacy.
Another kind of order-disturbing incident was an action by a client that was judged by staff to be socially unacceptable. An example might be a client who has an unhealthy style of living, dresses in a provocative manner, or has untidy hair. Such a client violates the norms of good behavior and a healthy lifestyle, and challenges the ideas that the staff have about appropriate behavior.
Inside the institution, the staff defined the areas clients were allowed to enter. Most clients seemed to accept this custom, but occasionally a single client would cross the border and enter a prohibited area. Clients were observed standing at the border of the prohibited area, which could be a doorway or an invisible line on the floor, waiting for permission from the staff to enter. If a client did not respect this border, staff might feel that the internal order was being threatened. This would lead to a common approach among staff on how to handle the client. One client narrated about his experiences:
In the group dwelling, staff sit and talk . . . // . . . If a client comes in they all go quiet and ask, what do you want? I think it is a cold staff group.
Incidents that disturbed the internal order also occurred when a client acted in a way that was perceived by the staff to be dangerous for him. Examples of this are when a client did not take his medication, isolated himself, or hurt (or threatened to hurt) himself. One client drank too much water and had to be taken to hospital for emergency medical treatment. The staff decided on a common approach to prevent such a situation from occurring again; the water was turned off except for showers, and the client was allowed to drink only a certain amount per day.
Another kind of order-disturbing incident was when a client was thought to be doing something that was felt to be dangerous for the staff, such as being violent, uttering threats to hurt the staff, or, as happened in one case, detaining a member of staff against her will in the client's apartment. In that particular case, the staff decided on the common approach of not visiting that client any more.
Incidents that disturbed the order also included incidents in which a client behaved in a way that caused conflict among the staff. For example, one client gave inaccurate accounts to each of the day and night shifts of what the other had told him. The staff became accusatory toward each other, which culminated in their adopting a common approach on how to act toward the client to avoid further conflicts. Other examples of such incidents occurred when staff were criticized by the client, especially when a single staff member was criticized. Clients could contact supervisory authorities to complain. Several staff members expressed the belief that they were the weaker party in any encounter with the clients and that patients had all the rights on their side, whereas the staff had only obligations. This short dialogue between two members of staff attending a focus group illustrates this belief: 
Category: Negotiation Among Staff About How to Act
When various members of staff made different interpretations of a situation experienced, it became necessary for them to negotiate over how to act towards and deal with the client in the actual situation. For example, one client chose to eat in his room, avoiding social contact with other clients and staff. This was experienced as a threat that had to be resolved to maintain the internal (social) order at the group dwelling. In addressing the questions of whether the client should be forced to eat his meals communally to break his isolation and how staff should achieve this goal, the members of staff had to negotiate to find a generally acceptable solution. In such a situation, if a compromise could not be reached, the stronger party, often the majority or those with influence among the staff, determined how they would act and deal with the client. Negotiations often took place during formal and informal staff meetings. The following notes were made at such an informal meeting with the "weaker party," gathered to discuss how to motivate a client to eat his meals communally:
Members of staff present narrate that there is a conflict. The staff are divided in two factions. The others do not listen to us, one says. We want the client to have some occupational therapy and to be given to understand that food is prepared and eaten together with others.
If a single staff member wished to impose her view on how they should deal with a client, she could gain support by allying herself with other colleagues. Our data show that the client was not involved in, and often had no knowledge of, the decisions and negotiations carried out by the staff. One client narrated But the usual way is, I suppose, closed meetings where the client is not allowed to participate and then, when staff are agreed, they inform the client. One member of staff described a similar experience, but from a different angle, when the client was present. She said that it was important as staff to "stand united" in front of the client to emphasize stability and security, not letting the client witness any disagreements among staff:
If a single member of staff says that is the way it is, you must always agree with her when the client is present. You can make your opinions and thoughts known afterwards.
When negotiating a common approach, the staff tried to keep a balance between maintaining conformity in the way a client was dealt with and their need to interpret a situation on an individual basis. There was the realization that a common approach could not cover all of the situations with which a member of staff might be faced. However, there was also the requirement that every staff member must be prepared to justify, in front of her colleagues, any failure to keep to the common approach. This happened once when a staff member did not treat the client in the way the majority had agreed on. She had bought the client "unnecessary things" that he had said he wanted, and she was subsequently criticized by her colleagues for not keeping to the common approach.
Category: Choice of a Common Staff Approach Toward a Client
The staff seemed to be constantly maneuvering in their efforts to prevent clients and colleagues from disturbing the equilibrium. Members of staff became watchdogs, always on the lookout for incidents that might disturb the order. The common approach became a means of trying to restore the internal order in the group dwelling and was often presented as being aimed at improving life for the client, that is, as being introduced for reasons of security and stability. One member of staff said The framework. All humans do need a basic framework. I mean, it is there when you grow up. . . . We cannot turn the world upside down, for example; that would not feel good. We must have structure. Even if you think you are doing nothing, and you have no structure, and so on, you still need to have it. And I think everyone has it. . . . And in a way, we [the staff] were placed here to give these people [the clients] some kind of security.
If an order-disturbing incident could be dealt with within existing routines or with methods based on earlier experiences, it was expected that order could be restored without the need for a common staff approach. For example, a client who was admitted to a psychiatric clinic and felt uneasy or restless wanted a cup of coffee in the night. However, because clients were not allowed in the kitchen area, the patient did not get his coffee. The staff motivated their standpoint by saying that they wanted to help him to establish a proper circadian rhythm. Every client who asked for coffee during the night got the same answer.
However, an incident that could not be dealt with within existing routines would trigger the need for a common approach among staff. For example, when a client threatened the internal order by frequently seeking out the staff for advice and never leaving them alone, the staff adopted a common approach aimed at acting toward and dealing with the client in a certain way. They agreed on a tight schedule for the client, with activities such as waking up, eating breakfast, having a cigarette, and going to the toilet scheduled in quick succession to control most of the client's time and activities and thereby reduce his attention-seeking behavior. Another example of a common approach was the policy adopted after a client was perceived to threaten the social order at the group dwelling by getting too close to the staff. The staff tried to impose a common approach that clearly separated them from the client and made sure the client did not try to cross the staff-client boundaries. When the client went to sit with staff around a table, the approach was exemplified by the client's being the only person at the table who was not offered coffee. The staff had felt that the client was demanding in his manner and had reached an agreement on adopting a common approach not to invite him or encourage his presence.
In striving to maintain or restore order, staff could also use a more repressive common approach. In such a case, the power held by the staff in their relationship with the client became more obvious. For example, if the staff thought that a client dressed oddly or had a strange hairstyle, they could see this as a threat to the norms in society as well as the norms in the group dwelling, which could jeopardize acceptance of the client. One such agreement resulted in the staff's giving a client a haircut against his will because they thought he looked untidy.
If there was any disagreement between staff and a client about how to solve a problem, the staff often seemed to have the right to interpret the situation and impose their interpretation on the client. In one case, a client was not allowed to wear outdoor garments while inside the group dwelling because it was against the norm set by the staff. The staff took the common approach that if the client did not take his jacket off, then they would lock it away. Staff saw their position as superior to that of the client; they acted in a "fostering" manner. The client seemed to be treated like a child. Several staff, in fact, said that you should treat the client like a child: kindly but firmly.
A common approach was also adopted to protect the clients and prevent them from getting into situations that the staff perceived as dangerous. A common approach could also focus on events that had already taken place to ensure that they would not recur. One example of this would be the previously mentioned decision to turn the water off in a client's apartment to prevent him from drinking too much water again.
Protecting the staff from a client was another inducement for determining a common approach. In such cases (e.g., clients making verbal and physical threats, including threats about reporting staff for mistreatment), the staff tried to reveal as little as possible of themselves as individuals. One way of doing this was to minimize talk about their private lives when a certain patient was present, as the following quotation from a staff interview shows:
Interviewer: How much do you as staff tell the client about yourselves? Staff: Not much. We decided previously not to reveal our surnames but the client found out anyway.
Category: Putting a Common Approach Into Practice
Once a common approach on how to treat a certain client had been negotiated and decided by the staff, it was put into practice when staff interacted with the client. If a common approach was maintained over time, it could lead to the establishment of a new routine, providing the staff with a strategy for dealing with similar situations in the future. This sequence of events meant that the staff felt they had gained new knowledge. A member of staff narrated this on the issue of clients who would search the staff office for written messages:
Now everyone performs in a similar way (when reporting to the next shift). In the past, the others did so and so [explains] . It is fairer when everyone works in the same direction. The advantage is that we protect each other. We don't need to worry about some of us working in the wrong direction.
A common approach on how to deal with a client could also be maintained over a certain period and then be discontinued, for instance because the condition or behavior of the client had called for specific actions only during a limited time. One client suffered temporarily from increased psychotic symptoms and agitation, and as the staff recognized that he was in no state to sleep by himself in his apartment, he was allowed to sleep on a mattress on the floor in the day room despite their official standpoint concerning normalization and patients' living in their own flats. After a few days, the client was able to return to his apartment in a nearby block of flats.
If a common approach was not maintained over time, and if it was not a temporary measure, as in the case above, it was likely that the agreement process would start all over again if a new incident occurred similar to the one that had created the initial need for a common approach.
There were several reasons why a common approach would not be maintained: The action did not have the expected effect, the client still tried to hurt himself, or the staff had not yet reached an acceptable compromise. Consequently, some staff members felt no obligation to abide by the approach that had been decided on. In one example, the staff had decided that a particular client had to be more involved in his shopping as training for handling his own money. The client was therefore obliged to accompany the staff to the supermarket when food was bought for him. Several members of the staff, however, went to the supermarket without the client, because they thought it seemed to trouble him, and so the common approach did not persist over time.
Even when the staff put the common approach into practice, there could still be difficulties in maintaining it during every meeting with the client. A common approach could be too rigid for the actual situation, even when the staff members interpreted it on an individual basis. This also made it difficult to maintain an agreement over time. For example, it seemed very difficult to regulate how private a staff member should be in her interaction with a client she visited every day and got to know well, even if the staff members had decided not to tell the client anything about their personal lives. One client narrated about a new member of staff he had met:
No, she was that stiff character right from the beginning. Staff said, what, you have no business with my private life! You have no business with that! And, My name is N. N., when she was answering the phone. But it was not alright with me. Is it Bill?, she said. No, I said, my name is not Bill. My name is William, remember that. As long as you answer with your full name, I said, I will do the same. It took three weeks and then it was over.
Discussion
Methodological Considerations
Grounded theory, first described by Glaser and Strauss (1967) , has been developed over the years in two directions, one being more realist oriented (Glaser, 1978) and one being more constructivist oriented (Strauss & Corbin, 1998) . In the latter approach, the researcher must include a definition and formulation of the phenomenon when stating the aim of the study and should allow previous knowledge about the phenomenon to influence the analysis. The social processes that create the need for a common approach among staff in long-term psychiatric care have not previously been studied. On the other hand, naming the phenomenon as central to the investigation opens the investigation up for inductive derivation (cf. Strauss & Corbin, 1998) and could easily lead the investigator in a specific direction. However, this study, apart from our prenaming the phenomenon and consequently "risking" focusing on specific data, was inspired by the method developed by Glaser and Strauss (1967) and the version later developed by Glaser (1978) . When using grounded theory, it is advisable to use multiple methods and sources for information to deepen understanding. Thus, observations, interviews, focus group interviews, and memos were used simultaneously as means of data collection. Furthermore, as data from various milieus can be preferable, the data collected within the two units was supplemented by the inclusion in the study of four people from outside the units, all of whom had lived experience as patients of being confronted with the common staff approach in their previous experience of psychiatric care. Bunch (1983) has stated that because many people feel uncomfortable when they are being observed, the participants' acceptance of the observer is critical. Furthermore, the success of this study depended on people's willingness to share their personal experiences. It is therefore important to reflect on how to maintain the role of observer (cf. Rodgers & Cowles, 1993) . In this case, the observer (PE) had his own experience as a member of staff in similar situations to refer to. Although the use of two observers would have strengthened the rigor and authenticity, as aside from interviews, observations and field notes were the primary data, this was not possible under the circumstances. Instead memos were constantly written and, together with observation and interviews, monitored and discussed among all authors. The audit trail also proved to be a helpful source when validating data and securing internal rigor (cf. Rodgers & Cowles, 1993) . Strauss and Corbin (1998) have raised several questions about how a study is grounded. They specifically underlined the significance of each category. In this study, it was difficult to achieve categories that did not overlap one another. Sometimes, data seemed to fit in more than one category, necessitating further analysis. Although this applied to only a small proportion of the data collected, it still shows how easy it is to make the methodological error of forcing data into a specific category. This study should be seen as only the first step in uncovering the social processes that create the need among staff to formulate a common approach and to act toward individual clients in accordance with this approach.
Further research will be needed to work out the different parts of the theory. For example, another study has been performed with the aim of understanding the process of negotiation among staff when deciding on a common approach.
The main finding in this study was the importance to staff of maintaining or restoring order. This, then, also constituted the core category, the preservation or restoration of order, which was interpreted and discussed within the framework of social order. Social order can be seen as a cultural phenomenon, which can change depending on contexts and cultures. Bauman (1995) believes that order in general can be seen as a regular and stable environment. Foucault (1983) has shown that social order in institutions implies that events and persons are put into a hierarchical system, which can be monitored and controlled. In long-term psychiatric care, this social order seems to be defined by the staff, and it regulates their actions and those of their patients with the aim of maintaining a stable care environment. Belief suspensions held by staff is then exposed in their thoughts, actions, and attitudes toward the patient. However, the exposition of such beliefs was not the goal of this study; they must be studied separately.
According to Bauman (1995 Bauman ( , 1997 , every order has its corresponding disorder. When something disturbs the order, we react to it and reflexively try to "return the vase to its rightful place." Here, the vase can be seen as a metaphor for social order; if moved from its original position, then it must be replaced in it. In a way, it can be said that staff members react to a deviation by trying to modify a patient's behavior (cf. Skinner, 1953) when the patient acts in a socially unacceptable manner. This strategy has its historical roots in the ideas of the 18th century, when the French physician Philippe Pinel liberated the insane from their chains (Foucault, 1983) , and those of the 19th century, about human nature and social order (Cohen, 1985) . For example, if a patient enters a prohibited area, it might create a feeling of insecurity among staff if they cannot withdraw, as one essential part of care, which is seen as benefiting the patient, is control, which reinforces the staff's possibilities of restricting the patient's movements (Foucault, 1983) . Good care, that is, collective care, with its dehumanizing routines and its suppression of the individual's autonomy, is a social system that is invisible to its actors (cf. Mumford, 1973) . However, when this strategy is used, there is a risk that the caring process will become mechanical and that it will consequently have no effect on the psychiatric power structure (cf. Benjamin, 1936 Benjamin, /1999 .
Although it has been reported that a stable environment is good for psychiatric patients (National Board of Health and Welfare, 1997b), it must be asked whether care staff confuse their needs with those of the patients. This study has shown that nursing care is influenced by order and security as the staff, not the clients, perceive them. Even if the client is institutionalized partly because of his difficulties in coping with social norms, he is expected to adapt to the institution's norms, which might be much more restrictive than in society; for example, outside the institution, it would be the patient's choice as to whether to wear his outdoor clothes indoors, and he would not be told which hairstyles are acceptable or when and when not to drink coffee. Dolev (1976) reported three decades ago that when patients broke the social order, it resulted in moral indignation on the part of the staff. Hellzén (2000) has argued that there is a clear tendency in the uncompromising way that staff time care activities in situations when they feel the patient is demanding (e.g., a patient seeking staff attention in a unwanted way). Patients who behave very provocatively toward staff make them aware of feelings that they are trying to protect themselves from. This could also be seen in the present study.
The choice of action decided on by common policy on how to deal with a client can be repressive. This ranges from suppressing initiatives that come from a client to paternalism and subtle punishment. In this study, when staff agreed on a way to act, their actions demonstrated that they had the power not only to define a correct lifestyle but also to enter the client's personal zone, for example by deciding what was a suitable hairstyle. In such a case, the power held by the staff becomes more visible in the maintenance of structure and fixed routines. The staff deliberately treated the client as a child, acting with the (justifiable) authority of an adult, largely with the motivation of preventing harm and protecting both themselves and the client from getting hurt. Foucault (1983) asserted that power exists only when it is exercised. Therefore, power is difficult to perceive if you are not its target. However, when discussing power, it is important to remember that all forms of compulsion, even those judged by society as legitimate, are seen as force by the person who is their victim (Bauman, 2002) . In a study by Mallander (1999) , staff in group dwellings for people with mental disabilities had several ways of controlling the residents in the name of obtaining normalization. One study about nurses' judgments of self-neglect among patients pointed out that the opinion held by different groups of nurses is a product of social judgment (Lauder, Scott, & Whytt, 2001 ) acquired in the subculture to which the individual nurses have been exposed.
If staff perceive a situation as dangerous for a client, it seems that they usually consider it in terms of physical injury, such as when the patient tries to hurt himself or neglects his meals; however when their own security is threatened, they consider this in both physical and social terms. For example, in the present study, when the staff felt that a client was creating conflict among them, they tried to handle the situation by assuming a common approach. However, this study shows that it is usually difficult for staff to maintain a common approach over time. In those cases where the situation cannot be handled satisfactorily, there will be no successful experience to fall back on when similar situations occur in the future. When staff are criticized by a patient, it can be seen as an inverted position of power, that is, a shift of power from staff to the patient (cf. Hellzén, Asplund, Sandman, & Norberg, 1999) . This is a probable explanation for the view, expressed by several members of staff, that the patients had all the privileges and the right to complain and that they, the nurses, had no rights. The "order" maintained by the staff was turned upside down.
The negotiation among members of staff about how to act could be interpreted as an ongoing process in which only the reasons for negotiating are changed. It is possible to see this as helping individual staff members to "constantly check" whether their opinions are in line with those of the rest of the ward. It is also possible that staff do not notice when they choose to come to a common approach on how to deal with a patient if their experiences of dealing with similar situations are "rich" and "successful." If their experiences are limited and/or negative, it takes more effort for them to negotiate a suitable way of handling the situation.
In this study, it became obvious that it was difficult for the clients to reflect on the common approach among the staff and on why the staff had decided on certain forms of action. It is possible that when the staff agreed on how to act in a certain situation, the clients had little or no insight into this process; by contrast, if the staff disagreed with each other, the patients knew about it. According to Nyström (1999) , people with long-term mental illness often have few social contacts and probably a narrow frame of reference for how to behave toward other people. Therefore, the way the staff behave towards the client can become "the natural way" if the patient has little outside experience with which to compare it.
We argue this study has given a clearer picture on how a common approach is used by staff in psychiatric long-term care, focusing on how they handle situations when under pressure from the client. The theory presented should be seen as the first step in uncovering the different aspects of common staff approach. Furthermore, we argue that to improve care and strengthen the patient's involvement in the care situation, nurses and other staff need to increase their own awareness of their attitudes when their behavior toward the client is governed by a common approach. They also need to involve the client in decision making to a greater extent. Further studies are needed regarding the meaning of receiving and giving care using common approach among staff.
